shortness of the proximal segments of the limbs (not of the whole limbs), which was a striking characteristic of typical cases of achondroplasia. The present case resembled achondropla$ia in one way, namely. in the fact that it was an example of mal-development, chiefly of the limbs, of unknown setiology.
Mr. BANKART, in reply, said that the child was sent to the hospital as a case of severe rickets. The condition was first noticed as a deformity of the chest when she was 5 months old. He excluded rickets because the condition was noticed so early; it was treated as rickets for years without effect; and, although the affection was apparently very severe, the head was quite normal, there were no curvatures of the long bones, and the lower extremities were hardly affected at all. He had never seen rickets of such severity in the upper limbs and trunk with the lower limbs so slightly involved and the head not at all affected. He called it achondroplasia because there certainly was great shortening of the bones of the forearms and some shortening of the arms. In estimating how far down the thighs the hands reached when the child was standing, one must take into account the fact that there was well-marked kyphosis and shortening of the whole trunk. The skiagram showed the shortening of the radius and ulna unmistakably. There was also enlargement of the corresponding epiphyses, and great laxity of the joints of the upper extremities, amounting to a possibility of 180 of rotation at the wrists. Some laxity of the joints, was, of course, often present in cases of rickets, but he believed that extreme laxity such as this never occurred in rickets, while it was quite characteristic of achondroplasia. He thought that on an examination of the upper limbs alone one would form the opinion that this case was one of achondroplasia; the skiagram also supported that diagnosis; but he admitted that the rest of the skeleton was not characteristic, so that it could not be regarded as a typical example of that condition.
Case of Circumscribed Serous Meningitis.
By LIONEL E. C. NORBURY, F.R.C.S. F. H. S., MALE, aged 13 months. Full-term child; normal labour; breast-fed. Admitted to the Belgrave Hospital on August 6, 1912.
History of convulsions fifteen days previously, followed by right tacial paresis and tremor of right hand. No history of trauma; abscess of left side of neck incised two months before admission; discharge from right ear at the same time.
On admission: Well-nourished, but very pale child. Fine, regular tremor affecting right arm and hand, right leg, right side of mouth, and also the tongue and lower jaw. Right facial paresis; slight convergent strabismus ; no otorrhoea. No sign of injury to skull. Knee-jerks present and equal, not exaggerated. Abdominal reflexes present. Pot. brom. and hydrarg. cum creta prescribed.
August 7: Tremor more marked, but ceases during sleep. August 8: Condition unchanged. Lumbar puncture attempted, but failed to withdraw fluid.
August 9: Tremor as before. No changes seen in fundus oculi. Operation: Left Rolandic area mapped out on surface of scalp. Cranial tourniquet employed. Large scalp-flap turned down over left parietal bone; bone trephined over centre of Rolandic area. Pulsations of brain feeble. Very little bulging of dura. Opening in bone enlarged so as to freely expose Rolandic area. Dura incised crucially; pia arachnoid very swollen and cedematous, pulsation feeble. Child's condition became very critical; edges of dura partially approximated and scalp-wound closed rapidly.
August 10: General condition improved after administration of salt solution. Tremor as before. Tremor gradually disappeared, first from leg and then from arm and face. Wound healed by first intention. Cerebrospinal fluid collected under scalp-flap and was evacuated every few days (five times in all) until September 9, when it ceased.
On August 18 (nine days after operation) there was no sign of tremor. On discharge from hospital, September 20, no tremor, but still slight facial weakness.
Patient seen on March 20, 1913: General condition very good. Very slight facial weakness. Moderate degree of bulging in region of ciPamaectomy wound.
DISCUSSION.
Dr. REGINALD MILLER said he understood that the diagnosis put forward was only a tentative one. One of the difficulties in accepting the diagnosis was the fact that if it were a real tremor, an alternating and rhythmical contraction of antagonistic muscles, the tremor should have been homolateral, due probably to pressure on the frontal area-the tremor of frontal lobe disease; whereas here the tremor was contralateral to the site of operation. He was able to collect, a year or two ago, some cases of acute tremor in children, which he regarded as cases of encephalitis attacking the cerebellorubrospinal tract. Quite a large number of these cases had now been collected. They were analogous to cases of acute poliomyelitis, only occurring elsewhere in the central nervous system. That diagnosis would fit in with the present case in various ways. The onset was in August, the month in which poliomyelitis and encephalitis occurred. Secondly, it would fit in with the symptom of tremor, with facial palsy, and slight sixth nerve weakness, all of which would place the lesion in the pons, affecting the rubrospinal tract (Monakow's bundle). It would also harmonize with the child's recovery. He had not seen cases which had been operated upon;
and that brought one to the question of the presence of the cedema. Lumbar puncture in the present case failed, hence it was not known whether the cedema was circumscribed or generalized, as might occur in encephalitis.
Dr. JEWESBURY asked if the cedematous fluid removed from the case was examined bacteriologically or cytologically. Also, had a Wassermann examination been done ?
Dr. LEONARD PARSONS said it seemed to be a typical case of polioencephalitis affecting the upper part of the pons and involving Monakow's bundle. He did not understand the association of a right VII with a right VI palsy if the lesion were cortical. The age of the patient, the suddenness of onset, and the complete recovery were in favour of polioencephalitis, as also the fact that the tremor stopped in sleep first, and then gradually got well, and finally ceased at other times. He asked whether the diagnosis put forward was made before the operation or afterwards.
Mr. NORBURY replied that apparently the case fitted in with Dr. Miller's diagnosis, but he could not understand why there should be so much cedema over the Rolandic area, and why the tremor should be localized to the right side. If it had been generalized cedema there would haye been twitching in other parts of the body. No bacteriological investigation was made. As the child did not look syphilitic, and there was no history suggestive of that disease, no Wassermann test was carried out. The diagnosis was made after the operation.
Acute Poliomyelitis affecting the Muscles of both Hands.
By R. C. JEWESBURY, MI.D. E. H., AGED 12 years, had attack of " influenza" six months ago, very feverish for two days, then became very weak in right arm, and to a less extent in her back and right leg. Present condition shows marked wasting of muscles of both hands-also wasting of the muscles of the right arm and shoulder. The triceps is the muscle most affected in the arm.
